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Personal Health  Number __________________

I _____________________(please print) authorize the Medical Services Plan to pay SouthCare Chiropractic directly for all reimbursements for benefits payable to me under the Medical and Health Care Services Regulation for care provided to me by said Practitioner.  I make this assignment in full knowledge of the amount that I will be personally responsible for and the amount that is reimbursable by the Medical Services Plan, which will be directed to SouthCare Chiropractic to be applied against any outstanding monies I owe for services provided.
This form allows the above named practitioner to receive your MSP reimbursement directly for services that are MSP benefits.  Your practitioner, by law, must advise you of his full fee and what portion will reimbursed by MSP. By agreement, your practitioner may not charge you the portion reimbursable by MSP.

Signature of Patient:_________________________________                   


 Date signed:_ ______________________________________

 


